Using a cross-sectional study, this article addresses end-of-life (EOL) care for older Iranian-American adults. The purposes are twofold: (a) to explore participants' preferences for home or hospital care in the event they face EOL conditions and (b) to learn how participants prefer to communicate these preferences. Results showed that about half of the 130 participants had communicated their EOL care preferences through written documents and/or verbal discussions. A set of factors predicted the preferences (χ 2 (9) = 17.42, p < .042) and communications (χ 2 (9) = 19.54, p = .021). Regression models indicated that higher scores of social support (p = .013) and greater numbers of cohabitants (p = .021) were associated with a preference for home care, and experience of a loved one's death was associated with participants being willing to communicate their preferences for type of care (p = .015). This study can bridge the gap between culturally diverse older adults' preferences and types of EOL care they ultimately receive.
Improvements in life-saving technologies and a multiplicity of choices for end-of-life (EOL) care may potentially enhance control for individuals (Montgomery, Grocott, & Mythen, 2017) . However, they have also generated concerns and confusion about the best choices of care, such as a choice between dying at home or in an institution (Ziefle & Schaar, 2017) . The confusion becomes even more evident among culturally diverse and immigrant older adults who concurrently experience challenges associated with immigration, acculturation, and aging (Ohr, Jeong, & Saul, 2016; Rahemi & Williams, 2016) . Rates of hospitalization and of receiving intensive treatments at EOL are higher among ethnically diverse communities compared with the American general population (Cardona-Morrell et al., 2016; Ohr et al., 2016) . This suggests that culture-specific factors may play an influence on the type and place of care that people choose; this concept provided a framework for the conduct of this study.
In this study, EOL care is defined as a variety of health care services, from comfort care to intensive care, provided for patients, at home or in institutions, in terminal conditions, and in their last months of life. Place of care is defined as home, where patients often receive comfort care, or a hospital, where patients often receive intensive treatments (Waller, Dodd, Tattersall, Nair, & Sanson-Fisher, 2017) . Place of EOL care and death is an indicator of quality of care and quality of life; thus, it is an important topic among health care scholars and professionals (Bone et al., 2018) . The place of EOL care can represent the future of EOL care workforce as well as priority areas for training and education. Research in this area may help policymakers regarding service allocation and delivery, such as planning for palliative care services (Bone et al., 2018) .
Previous research has shown that while culturally diverse older adults facing terminal conditions often favor comfort care at home, they are mostly institutionalized and experience intensive treatments along with financial and emotional burdens (Garrido, Balboni, Maciejewski, Bao, & Prigerson, 2015; Ohr et al., 2016) . This situation illustrates a gap between personal preferences and the types of care people receive at EOL (Ohr et al., 2016) . To value personal preferences and enhance person-centered EOL care, health care professionals and policymakers have encouraged all age groups of adults to engage in advance care planning (Edwards, Bui, Cabrera, & Jarrell, 2018) , especially older adults, due to their higher rates of mortality and of cognitive disorders (Ko & Lee, 2014) . Advance care planning is defined as an ongoing process of discussing EOL care preferences and making preliminary decisions for future care. Individuals, families, and health care professionals are all involved in this process (McMahan, Knight, Fried, & Sudore, 2013) .
A substantial body of literature indicates that EOL care preferences, communication, and planning can be closely related to a set of factors, including age, gender, ethnicity, education, acculturation, social networks, economic resources, insurance status, experience of a loved one's death, and experience of chronic diseases (Johnson, 2013; Ohr et al., 2016; Rahemi & Williams, 2016; Rahemi, Williams, Tappen, & Engstrom, 2018) . Investigation of these factors may aid in the design of interventions to improve communication of EOL care preferences and advance care planning, such as possession of an advance directive, to improve person-centered and culturally competent care at EOL (Ohr et al., 2016) . Advance directives are written legal or audio-or video-taped documents that help individuals spell out EOL care preferences or decisions for family, friends, and health care professionals prior to becoming unable to communicate (Piers et al., 2013) . Even though health care professionals and scholars strongly recommend making both advance care plans and directives, as many as 63% of American adults have not yet completed an advance directive (Yadav et al., 2017) . Due to a lack of documents and knowledge about personal care preferences, in terminal conditions, most Americans are hospitalized, receive intensive care, and die in hospitals (G * Power 3.1 Manual, 2017; Pocock, Ives, Pring, Verne, & Purdy, 2016) . Thus, few persons receive comfort and palliative care at home (Kossman, 2014) .
Although evidence indicates unique cultural perspectives may lead to a diversity of preferences for specific types of care (Rahemi & Williams, 2016; Rahemi et al., 2018) , very little research and knowledge exists about culturally diverse populations and their preferences. For example, exploration of the intersection of sociodemographic and culture-specific factors on preferences for EOL care among older Iranian-American adults is lacking. We could not find any research that has explicitly explored EOL care preferences among this population. In this study, Iranian Americans are defined as Iranians currently living in the United States as citizens or permanent residents. This study was open to both first-generation-those who first immigrated from Iran to the United States-and second-generation participants-those who were born in the United States.
Purpose
The purposes of the study were to explore older Iranian-American adults' preferences for place of EOL care, to investigate associations between the preferred place and culturally specific and demographic factors, and to investigate associations between communication of preferences and culturally specific and demographic factors. The research questions were as follows:. (a) How commonly do older Iranian-American adults prefer to receive EOL care at home, versus in a hospital? (b) What factors predict the preferences for place of EOL care? (c) How commonly do they communicate their EOL care wishes? (d) What factors predict communication preferences?
The overall framework of this study, including the framework for choice of explanatory factors, was rooted in Leininger's theory of Culture Care Diversity and Universality (Leininger & McFarland, 2015) . Based on this theory, caring is the most important component of nursing and refers to activities for assisting, supporting, or enabling persons or groups to improve their experiences during critical times, such as the transition from life to death. The factors were age, gender, number of cohabitants, the existence of health insurance, experience of a loved one's death, spirituality, acculturation, attitudes toward planning for EOL care, and social support. Because the established methods of advance care planning, such as advance directives, are not culturally recognized among Iranian Americans (Rahemi, 2017) , in this study, we addressed all types of planning, including verbal discussions and written documents, for studying communication of EOL wishes.
Who Are Iranian Americans?
Iranian Americans currently represent a growing segment of the American population (Homeland Security, 2016) . Over the past 40 years, a mass migration from Iran to the United States has occurred due to the 1979 revolution, war, and sanctions from the United States (Public Affairs Alliance of Iranian Americans [PAAIA], 2014) . This community has significant cultural differences from the U.S. society, mostly related to religion, to the industrial statuses of Iran and the United States, and to family dynamics (Ansari, 2017; Koirala & Eshghavi, 2017) . Iranian Americans are among the most highly educated communities in the United States (U.S. Census Bureau, 2010). However, they tend to under-utilize health services (Ansari, 2017) and to experience discrimination, culture shock, and difficulty in finding a job comparable with the job they held in Iran (Koirala & Eshghavi, 2017; Maghbouleh, 2017) . Older Iranian Americans are more vulnerable regarding immigration problems than younger counterparts because they express more difficulties in language and communication, are less acculturated to the Western culture, and feel more isolation and dependence on others (Ansari, 2017; Martin, 2009 ).
Acculturation is a multidirectional process of accepting a new culture (Baker, 2011) . With respect to this transition, Iranian Americans concurrently try to adopt U.S. culture while still preserving their original culture (Ansari, 2017; Koirala & Eshghavi, 2017) . Those who are less acculturated and less educated experience higher levels of mental health challenges and higher levels of stress associated with lack of support. However, they generally feel reluctant to undergo psychotherapy due to stigma relating to mental illnesses (Ansari, 2017; Martin, 2009) .
Regarding health care systems, older Iranian Americans view Western medicine as being overspecialized and fragmented (with physical and mental health considered separately), in contrast to Persian medicine, which is viewed as valuing holistic care through appreciating both physical and spiritual (mind, emotions, and soul) health (Martin, 2009) . In general, this community views health as consisting of a healthy and nutritious diet, calmness, and being connected to family and community. They believe that health is in the control of God; however, they still accept the influence of personal behaviors and physical factors, such as food, home remedies, herbs, vitamins, rest, and exercise (Ansari, 2017; Martin, 2009) . Among these factors, food is a highly valued factor and is seen as a symbol of hospitality and care (Martin, 2009) .
Communication, trust, and time spent between care providers and recipients of care are valued by this community (Martin, 2009 ). Due to their view of Western medicine as being overspecialized, Iranian Americans are less likely to have health-seeking behaviors, such as visits to the doctor. Another barrier for health-seeking behaviors may be a cultural sense of pride, which, along with a reluctance to be a burden for others, hinders them from seeking care and support when they need it (Martin, 2009) . Despite these perspectives, Iranian Americans are understudied, and existing studies on this community are not recent. As a multicultural country, the United States frequently fails to consider cross-cultural perspectives in health care practice because of its gaps in knowledge about culturally diverse communities. In this study, we investigate older Iranian-American adults' EOL care. We hope these findings will add to the mosaic of knowledge about culturally competent care at EOL for people in this multicultural country.
Methods
A cross-sectional descriptive design was used for this study. Written (paper-based) and online (web-based) surveys were provided in English and Persian (Farsi) to meet the participants' preferences and avoid language difficulties. The population of interest included persons aged 50 years and over who resided in the United States, identified themselves as Iranian Americans (either as first or second generation), were cognitively able to provide informed consent, and could independently complete a written or online survey in English or Persian. As Iranian Americans are a new and young population of immigrants in the United States, both first and second generations were selected to be included in this study to help reach the optimal sample size. The participants were recruited through convenience and snowball sampling. The sample size was chosen using power analysis (G * Power 3.1 Manual, 2017): To reach a power of .80 with a significance level of .05 and an effect size of 0.1297 (Cohen, 1992; Ko & Lee, 2014) , a sample of 130 participants was required. After distribution of the surveys, 135 completed surveys were returned and their data were entered into the Statistical Package for the Social Sciences (SPSS) version 25 for data analysis.
Because both outcome variables are binary (preferring hospital versus home and communicating EOL wishes versus not communicating such wishes), a binary logistic regression was used. This statistical technique investigated whether the set of variables (age, gender, number of persons living with, experiencing the death of a loved one, spirituality, acculturation, attitude, social support, and insurance) could predict these two dichotomous outcomes. Binary logistic regression is an extension of the general linear model. In a traditional linear model, the outcome variables are continuous; however, as these outcomes were dichotomous, binary logistic regression models transformed the logit probability into a linear relationship for the two outcomes. This allowed us to investigate the probability of the independent variables to predict the participants' EOL care preferences (Field, 2018; Stevens, 2009) .
Flyers in English and Persian were distributed through the community's informal social and cultural events. Flyers included investigator and study information, such as availability of web-and paper-based surveys via contact to the investigator. People at various Iranian community events were asked to distribute the flyers to persons who were living in the United States and might meet the inclusion criteria for this study. The web-based surveys were distributed by a hyperlink created using the Qualtrics software. Paper-based surveys were offered through social events or by mail, including stamped, selfaddressed, return envelopes. Surveys (paper-based surveys and emails containing the survey hyperlink) were sent to the participants upon their request. Using flyers and consent forms, the voluntary nature of the study was explained for the participants. After distributing the flyers, potential participants contacted the investigator (the first author) to participate in the study; therefore, there was no insistence to participate. This investigation was reviewed and approved by the Institutional Review Board (IRB) at Florida Atlantic University, Boca Raton, Florida.
Measures
The measures included a demographic health questionnaire, the Attitude Toward Advance Decision Making (ATADM) scale, Spiritual Perspective Scale (SPS), Acculturation Scale (AS), Health Care System Distrust Scale (HCSDS), and Lubben Support Network Scale-6 (LSNS-6) in both English and Persian. Communication of EOL wishes was measured using a yes/no question regarding whether the participants had communicated their EOL health care wishes. The measures were initially developed in English. For this study, they were translated into Persian. To maintain the validity and reliability of the measures, the procedure of translation and back-translation was performed by two bilingual bicultural persons.
The ATADM measures beliefs about advance decision-making and consists of four items with a 4-point Likert-type scale (Murphy et al., 1996) . A sample item is, "It is the best to wait until the situation arises to make decisions about treating very serious illness, rather than writing them down in advance." In the current study, scores were summed and ranged from 4 to 16. Higher scores indicated attitudes more favorable to advance decision-making. The construct validity of the scale was verified by Murphy et al. (1996) . Ko and Lee (2014) reported Cronbach's alpha for the modified version of the scale at .78. In the present study, Cronbach's alpha for the instrument in English and Persian was .72 and .71, respectively.
The SPS measures the degree of spirituality that influences life and spiritual practices (Reed, 1986) . This Likert-type 10-item scale yields a single score from two subscales: spiritual behavior and spiritual belief. A sample item for spiritual behavior includes "How often do you engage in private prayer or meditation?," and a sample item for spiritual belief includes "My spirituality is a significant part of my life." The total score ranges from 10 to 60. A higher score indicates a greater level of spirituality. The SPS has demonstrated criterion-related and discriminate validity (Reed, 1986 ). Cronbach's alpha coefficients ranged from .93 to .95, and inter-item correlations ranged from .54 to .60 across the groups. All item-scale correlations were above .60. In this study, Cronbach's alpha for the instrument in English and Persian was .92.
The level of acculturation was assessed with the 6-item AS (Jang, Kim, & Chiriboga, 2005) . A sample question includes "What language do you usually use with your family?" The scale had a moderately high internal consistency when tested with a Korean sample (α = .86) (Jang et al., 2005) .
Responses are coded from 1 to 5. The total score ranges from 5 to 25. Higher scores indicate greater levels of acculturation to the mainstream American culture. In this study, Cronbach's alpha for the scale in English and Persian was .84 and .88, respectively.
The LSNS-6 is a self-reported, Likert-type scale for measuring older adults' perceived social support through contact and closeness with family and friends (Lubben et al., 2006) . A sample item is "How many relatives do you see or hear from at least once a month?" The LSNS-6 total score is calculated by the sum of all items' scores, which range from 0 to 30. Higher scores indicate higher levels of social support. Researchers have reported the reliability of the scale higher than .80 (Lubben et al., 2006) . Ko and Lee (2014) reported Cronbach's alpha of .79. In this study, Cronbach's alpha for the English and Persian LSNS-6 was .80 and .77.
Distrust of the health care system was measured by the HCSDS (Rose, Peters, Shea, & Armstrong, 2004) . This scale consists of 10 five-point Likerttype items. A sample item was "Medical experiments can be done on me without my knowing about it." Total scores range from 10 to 50. Higher scores indicate greater distrust of the health care system. Cronbach's alpha coefficient has been reported at .75 (Rose et al., 2004) and .82 (Ko & Lee, 2014) . Factor analysis (rotated loadings) for the total scale ranged from 0.38 to 0.73. Concurrent validity was established by assessing the correlation between the scores of the HCSDS and the Trust Subscale from the Primary Care Assessment Survey (r = −.34, p < .0005). In this study, Cronbach's alpha for the English and Persian HCSDS was .60 and .73, respectively.
Results
The results indicated that more than half of the participants (n = 73, 58.4%) were female. From the sample, 30.4% (n = 38) reported having a degree more than a bachelor's degree, including master's or PhD, 48% (n = 60) had some college degree, and 5.6% (n = 7) had less than a high school diploma. Of the participants, 77.6% (n = 97) were married, 12% (n = 15) were divorced/separated, 8% (n = 10) were widowed, and 2.4% (n = 3) were never married. Ages of the participants ranged from 50 to 86 years, with a mean age of 60.74 (±8.53). The average number of persons living with the participants was 2.1 (±1.41) and the average year of living in the United States was 22.74 (±14.03) ( Table 1 ). All participants were first-generation Iranian Americans, and none were second-generation. Of the sample, 86.1% were Muslim, 4.6% Jewish, 3.1% Baha'i, and 2.3% Christian. Their spirituality score was measured using SPS, ranged from 10 to 60, with a mean of 42.88 (±12.43). Most of the participants (73.3%) resided in Florida. Others resided in California (n = 12), Virginia (n = 5), Georgia (n = 3), Maryland (n = 3), Arizona (n = 2), Kansas (n = 2), and one participant from each of the following states: Alabama, Connecticut, Illinois, Massachusetts, New York, Ohio, Tennessee, Texas, and Washington. A total of 97.0% rated their health status as excellent, good, or fair, and 3.0% rated their health status as poor.
How Commonly Do Older Iranian-American Adults Prefer to Receive EOL Care at Home, Versus in a Hospital? What Factors Predict the Preferences for Place of Care at EOL?
Of the sample, 84.8% preferred to receive EOL care in a hospital, rather than at home (15.2%). A logistic regression analysis was conducted to predict the preference of place for EOL care, using a set of variables as predictors (see Table 2 ). The set of variables significantly predicted participants' preferences for home or hospital as their desired place (χ 2 (9) = 17.42, p < .042.) The pseudo-R 2 (Nagelkerke's R 2 ) = .23 indicated a moderate relationship between the predictors and the place choices accounting for 23% of the variance between participants in the overall decisions. As can be seen in coefficients in Table 2 , of the set of predictors, only number of persons living with the participants (p = .021) and social support (p = .013) accounted for a statistically significant proportion of the unique variance in predicting the preferences. Exp(B) (odds ratio) indicated that if the number of persons living with a participant is raised by one person, the odds that a person preferred home for care increased by 1.67 times with is the reciprocal of the odds ratio (OR) = 0.60 (1/0.60). Likewise, for every increase of one point in the social support score, the odds of a person preferring home care increased by 1.17 times. In other words, a person with a social support score of 4 is 1.37 times more likely to prefer home care than a person with a social support score of 2 (OR = 1.17 2 unit change in social support).
How Commonly Do Older Iranian-American Adults Communicate Their EOL Care Wishes? What Factors Predict Communication of EOL Wishes?
A second logistic regression analysis indicated that the predictor variables could also predict the participants' willingness to communicate their EOL health care wishes (χ 2 (9) = 19.54, p = .021) (see Table 3 ). As can be seen in Table 3 , the set of predictors accounted for about 20% (Nagelkerke's R 2 = .20) of the total variability in differences between participants' communication of Note. N = 122, χ 2 (9) = 17.42, p = .042, −2log = 88.11, Nagelkerke R 2 = .23. Overall correct classification = 86.1%. OR = odds ratio; CI = confidence interval; SPS = Spiritual Perspective Scale.
wishes. Nagelkerke's R 2 = .20 indicated a moderate relationship between the predictors and communication of wishes. The addition of these predictors caused an overall 9% improvement in the accuracy of the prediction, from 54.1% at baseline with no predictors, using just the frequencies of occurrence, to 63.1% with these predictors. Of the set of predictors, only experience of a loved one's death accounted for a significant proportion of the unique variance in communicating EOL wishes (p = .015). The OR of 0.29 indicated that participants who experienced the death of a loved one were 3.45 (the reciprocal 1/0.29) more likely to communicate EOL care wishes than those who have not experienced that loss. Table 4 shows that among 125 participants, 46.4% (n = 58) communicated their EOL care wishes through written documents and/or verbal discussions. Among those who had an experience of a loved one's death, 52.7% (n = 49) had communicated their EOL care wishes to others and 47.3% (n = 44) had not communicated their wishes. In addition, among those who had no experience of a loved one's death, only 28.1% (n = 9) had communicated their EOL care wishes to others and 71.9% (n = 23) had not communicated their wishes.
Discussion
Even though we wanted to recruit both first-and second-generation immigrants, using convenience and snowball sampling (without any control or Note. N = 122, χ 2 (9) = 19.54, p = .021, −2log = 148.77, Nagelkerke R 2 = .20. OR = odds ratio; CI = confidence interval; SPS = Spiritual Perspective Scale.
attempt to exclude the second generation), none of our participants were second generation. We believe this is because the first wave of Iranian immigrants-dating back to the 1950s-was relatively small, especially compared with the large number of immigrants following the 1979 Iranian Revolution. This is consistent with the PAAIA (2014) reports. Most participants were highly educated and married, potentially signifying the value of education and marriage among Iranians. The participants' sociodemographic characteristics were in line with other reports (PAAIA, 2014; U.S. Census Bureau, 2010). However, this is the first study regarding preferences for EOL care among this community, and the findings are novel. Place of EOL care is increasingly important among health care researchers and policymakers because the place of care can influence the quality, type, and cost of care that people may receive (Bone et al., 2018; Teno et al., 2018) . Previously, researchers have indicated that culturally diverse older adults mostly favor EOL care and dying at home, yet they are mostly hospitalized and receive intensive treatments before death (Garrido et al., 2015) . In this study, however, most participants preferred hospitals for EOL care rather than home. Similar to the results of our study, Ohr et al. (2016) also reported that Asia/Pacific group in their study strongly favored hospitalization even in terminal conditions and even given the possibility of EOL care at home. In addition, Hsu, O'Connor, and Lee (2009) showed that their Chinese participants' preference of dying at home had changed to dying in hospitals. Importantly, Hsu et al. (2009) reported that multiple significant factors contributed to the preference for hospital. These factors included lack of resources, inadequate service at home, and stigma attached to dying at home.
Our findings indicate a set of factors, including higher scores of social support and greater numbers of cohabitants, which significantly predicted the (Martin, 2009) . Iranian Americans meaningfully value nutrition when providing care for a sick person. This valued factor can be a significant barrier to preferring a type of comfort care, such as hospice care, at home because tube feeding is often not provided for patients in-home at EOL when they are no longer able to eat. Our results regarding hospital as the preferred place of EOL care among the participants might be also due to a reluctance to be a burden to their loved ones (Martin, 2009) . As these participants may have lower levels of social support and family ties in the United States, compared with Iran, they may have limitations or concerns, such as a possibility of being alone at EOL, which prevents them from choosing home as their preferred place of care. This conjecture is in line with our result indicating that higher numbers of cohabitants and higher levels of social support were significant factors in terms of preferring home rather than hospital for EOL care. This result, along with the result regarding hospital as the preferred place of care, may be explained by the assumption that the participants seek places where people are available around them, at EOL or when needed. We also can conclude that if people are known to be available to the participants in either setting, they may show a preference for home care instead of hospital care. Social support and being connected to family and community are considered central parts of health, according to Iranians' viewpoints (Ansari, 2017; Martin, 2009) . Underlying culture-specific factors are rarely given full consideration in policy or practice and need further research, especially among culturally diverse people (Johnson, 2013) . The health care system is increasingly moving patients away from inpatient care (Winpenny, Miani, Pitchforth, King, & Roland, 2017) . Knowledge of underlying factors related to preferences of EOL care may inform health care professionals and scholars to integrate culturally competent care in designing health care policies and strategies.
A willingness to communicate preferences can also predict whether people will receive their desired care at EOL. Kossman (2014) reported that people with advance directives were less likely to experience intensive care, experienced fewer transitions between nursing homes and hospitals, and died less often in an acute-care setting. A willingness to communicate preferences also reduced the emotional and physical suffering of both patients and families and relieved families of the burden of decision-making. In our study, 46.4% of the participants had communicated their preferences. This finding suggests that participants had been engaged in discussion of EOL care options to some extent and were open to communicating their EOL care preferences, even though were mostly unaware of advance care planning and advance directives (Rahemi, 2017) .
Previous studies indicated that multiple factors may predict undesired EOL treatments. These factors include the following: a lack of EOL discussions and communication failures, lack of knowledge about advance care planning, disagreements and different cultural beliefs among providers, and lack of discussion with patients about treatment limitations (Cardona-Morrell et al., 2016; Rahemi & Williams, 2015) . Among these factors, a willingness to communicate wishes can be pivotal. This communication can decrease providers' resistance to their patients' different cultural beliefs, and it can also improve knowledge about diversity of treatment choices among patients. Our results indicated that a set of factors, including experience of a loved one's death, predicted higher communication of wishes; these results were in line with other studies (Kossman, 2014) . Amjad, Towle, and Fried (2014) also reported that, although individuals' experiences of illnesses did not influence their advance care planning behaviors, experience of a loved one's death or participating in others' EOL care was associated with greater advance care planning behaviors, such as communication of EOL care wishes, and having a living will or health care proxy.
In Iran, there is no available option or document similar to advance directives (Rahemi, 2017) . Therefore, advance directive completion is not a culturally defined norm for Iranian Americans, which is a new community and currently in the process of gaining knowledge of technological and health care options in the United States. However, it has been a norm for Iranians to think about what would happen when they died and to identify their desires in the form of written or verbal communication to family/community. Although these communications are mostly about distribution of properties and similar arrangements, other issues, such as home care or institutionalization at EOL, may be considered in the communication (Rahemi, 2017) .
Our study had a number of limitations. First, the sample size was small. Because Iranian Americans are relatively new immigrants to the United States, the number of older adults in this population is limited. Second, a lack of knowledge and research about EOL in this population led to a lack of framework to guide this study and to help interpretation of the results. For example, there is no evidence about the familiarity of Iranian Americans with respect to available EOL care options. Among this population, a lack of familiarity might contribute to a higher preference of hospital as the place of EOL care compared with home. This study can therefore be used as a framework to organize further research in these and other understudied diverse immigrants. Third, non-random sampling and a cross-sectional study limit generalizability of the findings. Fourth, although the U.S. Census Bureau (2013) defined older adults as persons aged 65 and over, this study included people who were 50 and older to reach an adequate sample size. Studies of immigrant older adults may include participants at the age of 50 and older due to limited numbers of target populations under the study (Ayalon, 2013) . In addition, in Iran, 50s is accepted as an old age, and people in their 50s are approaching some life changes, such as retirement, which is associated with an older age in the United States. Finally, although this study examined communication of EOL care preferences based on all possible behaviors, written and verbal communications, the question of which behaviors should be precisely included in planning for EOL care for this population is subject to debate and needs further investigation. Health care professionals and policymakers need to develop innovative methods of advance care planning that are consistent with cultural contexts, preferences, and capacities of older adults from diverse communities.
Studies such as this one are pivotal for enhancing knowledge about understudied immigrant populations. Study of culture-specific factors for EOL care planning is especially important in multicultural and developed countries where populations are aging, and technological advances offer multiple choices for care. We recommend further research which should include cultural subgroups of populations to enhance the knowledge of culture-specific factors for culturally competent EOL care. Results from these studies can be integrated with existing knowledge of care to enhance person-centered care at EOL.
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